The trap door flap is an excellent option for reconstruction of anterior pinna and conchal defects. It was first described by the senior author of this paper and it has been carried with excellent results on more than 50 patients in our institution. The flap is a simple one-stage procedure with very little donor site morbidity. Long-term aesthetic outcome is excellent with high patient satisfaction. We report on a modification of this procedure in order reconstruct a defect following excision of a lesion on the posterior aspect of the pinna.

A 90-year-old man was referred to the plastic surgery service with a lesion on the posterior aspect of his left pinna. It had grown significantly since he first noticed it 12 months before. The ulcerated lesion measured 2 cm in diameter ([Fig. 1](#F1){ref-type="fig"}). Clinically, it resembled a squamous cell carcinoma clinically and there was no cervical lymphadenopathy. Under local anaesthetic the lesion was excised with a 4 mm margin and reconstructed with a trap door flap. In this case, we used a modification of the trap door flap to reconstruct the full thickness defect ([Figs. 2](#F2){ref-type="fig"}, [3](#F3){ref-type="fig"}, [4](#F4){ref-type="fig"}). The lesion to be excised was marked out with a 4 mm margin. The post-auricular flap was drawn with a diameter equal to the lesion and its margin ([Fig. 2](#F2){ref-type="fig"}). The posterior pinna lesion was excised with underlying cartilage along with skin from the anterior surface of the ear ([Fig. 5](#F5){ref-type="fig"}). This left a full thickness circular defect of the pinna necessitating reconstruction. In the traditional trapdoor flap, the lesion is exised with underlying cartilage but the posterior pinna skin is preserved. A small circular posterior pinna incision is made to accommodate the flap. In our modified trapdoor, a uniform circular excision of cartilage and posterior and anterior pinna skin is made, thus creating a full-thickness defect of the pinna. The flap was subsequently raised and undermined leaving a centrally-based vascular pedicle ([Fig. 3](#F3){ref-type="fig"}). The anterior portion of the flap was first inset to the most medial aspect of the defect so it was then possible to identify where the flap needed further mobilization. The posterior aspect of the flap was then sutured into the lateral aspect of the defect. A running absorbable suture was used inset the remainder of the flap ([Fig. 4](#F4){ref-type="fig"}). The anterior aspect of the donor site is not closed as it is inaccessible when the flap is inset. There is actually no need to close the anterior part as the edges become relatively opposed when the flap is inset to the defect. The posterior aspect of the donor site is closed with a running absorbable suture and it is the only visible portion of the donor site in the post auricular area. Because the posterior aspect of the full-thickness defect is not covered by the flap, this area is sutured to the donor site. This can lead to the ear being pulled in slightly to the side of the head. However, patients do not seem to mind this mild asymmetry. Dressings were simple and consisted of Steristrips (3M, Maplewood, MN, USA) and Micropore brown tape (3M \[Maplewood\] and Micropore). The wound was reviewed seven days later at an outpatients clinic and the patient was also seen back at three months where the wound had settled down well ([Fig. 5](#F5){ref-type="fig"}).

Skin malignancies of the outer ear are extremely common and reconstruction can often yield poor results \[[@B1]\]. The trap door flap is a quick one-stage procedure which protects the natural contour of the ear thereby producing an excellent aesthetic outcome. To our knowledge, this is the first time that this modified trap door flap has been described to reconstruct a posterior pinna defect. The trap door flap was designed to treat lesions on the anterior pinna and concha only. It was originally described by the senior author \[[@B2],[@B3]\] and it has been used successfully on over 50 patients to date. Posterior pinna defects are usually reconstructed with transposition flaps or full thickness skin grafts. However, the underlying cartilage is frequently taken when posterior pinna lesions are excised as the skin of the pinna is extremely thin. Reconstruction following cartilage excision can be difficult with contour deformities posing a potential problem. In this case, there was not enough redundant skin in the posterior auricular sulcus for a transposition flap.

Before now, the trap door flap has only been described for anterior pinna defects. It had to be modified slightly from the traditional trap door flap in order to reconstruct posterior pinna defects. The posterior auricular area blood supply has been well documented \[[@B4]\] and as a result flap loss is exceedingly rare \[[@B3]\].

McInerney et al. \[[@B3]\] reported on 45 patients with anterior pinna and conchal defects who had trap door reconstruction. They found the flap to be very reliable, producing a good cosmetic outcome. The flap provides a good colour match as it replicates the contour of the ear very well. We feel that the trap door flap should now be considered as a reconstructive option when excising skin malignancies on the posterior aspect of the pinna especially when there is a paucity of skin for a transposition flap. It is an extremely safe and effective flap with an excellent and predictable outcome.
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![The lesion on the posterior pinna with the post auricular trap door flap marked out.](aps-42-645-g001){#F1}

![The circular full-thickness uniform defect of the pinna.](aps-42-645-g002){#F2}

![The post auricular trap door flap raised and undermined leaving a small a central vascular pedicle.](aps-42-645-g003){#F3}
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![The full thickness defect (shaded) is reconstructed with trapdoor flap based on a central pedicle. Photograph demonstrates the donor site three months postoperative.](aps-42-645-g005){#F5}
